The Professional Renewal Center (PRC) provides intensive assessment and treatment services to high accountability professionals. Clients are rarely self-referred. They are sent by licensing and regulatory boards, by concerned administrators and supervisors, or by state and province professional societies. These referral sources become concerned when a professional's ability to function in the workplace becomes compromised by disruptive behavior, professional boundary violations, a substance use problem, or other psychiatric disorders.
The assessment program is comprehensive, requiring 3 to 5 days to evaluate a person's cognitive, personality, relational, emotional, medical, and psychiatric functioning. The day treatment program is rigorous, personalized, multidisciplinary, and multimodal. Length of stay in treatment ranges from 2 to 16 weeks, depending on the reasons for referral and the motivation of the patient. The core focus of our treatment approach is the health and well-being of our clients, while fostering and promoting public safety.
Approximately 89% of PRCs clients are men. This fact alone suggests to us the need for a psychotherapeutic approach that respects the masculine socialization processes that professional men have experienced. Particularly helpful in this regard has been a set of recommendations from the theory of Gender Aware Therapy (GAT) (Brooks & Good, 2005) . First proposed 20 years ago , this theory suggests that therapists: (a) view gender as an essential aspect of psychotherapy; (b) examine presenting problems in larger societal and systems contexts; (c) address negative consequences of gender bias; (d) develop collaborative rather than directive therapeutic relationships; and (e) encourage clients to develop their own understandings of their histories, behaviors, and emotions. Ways in which these concepts are applied at PRC will be noted throughout this article, with a summary provided near the end.
Most of our clients are physicians, though we also have served professionals from other disciplines, such as pharmacists, nurses, dentists, mental health professionals, attorneys, business executives, professional athletes, law enforcement officers, and members of the clergy. All these professionals have several factors in common. They have devoted many years of study and supervised training to reach their level of responsibility and status. Typically, they carry an enormous workload, with little to no margin for error in the performance of their jobs. Most make decisions that affect many other lives. Our clients typically arrive for treatment feeling compromised by emotional exhaustion, a history of poor judgment, or some form of psychological dysfunction. Demographically, the professionals who become clients at PRC have a mean age of 46 (SD ϭ 10).
The Assessment
To assist in diagnosing the problems that need to be addressed, the assessment includes testing (personality, psychological, cognitive, and perhaps neuropsychological), an extensive history (including educational, relational, sexual, legal, familial, pharmaceutical, and medical factors), a religious/spiritual assessment, a guided review of early of early life memories, observations of social interactions in a group setting, information gathered from others who know the patient; and multiple clinical interactions with a multidisciplinary team of mental health professionals representing clinical social work, psychology, psychiatry, medicine, psychiatric nursing, psychophysiology, and certified addictions. Team members meet daily for 90 min to discuss emerging findings from the assessment and to evaluate progress of treatment clients, as well as to provide mutual support for this intense work.
Problems identified in the assessment can be sorted into four practical categories: disruptive behavior, professional boundary violations, substance use disorders, and other psychiatric or medical diagnoses that have generated workplace concerns.
Disruptive Behavior
The term "disruptive behavior" has become widely used to describe actions that disrupt or degrade the ability of a medical system to provide a quality service (American Medical Association, 2002) . In health care, such degradation of quality presents a direct threat to the safety of patients. The Joint Commission on Accreditation of Health care Organizations (2008) , which accredits about 15,000 health care organizations in the United States, provided an authoritative definition of the term (Joint Commission, 2008, p. 1) : "overt actions such as verbal outbursts and physical threats, as well as passive activities such as refusing to perform assigned tasks or quietly exhibiting uncooperative attitudes during routine activities . . . . Such behaviors include reluctance or refusal to answer questions return phone calls or pages; condescending language or voice intonation; and impatience with questions."
Overall, 3-5% of all physicians have been estimated to be disruptive (Leape & Fromson, 2006) . Complaints about disruptive behavior comprise now 30% of all complaints received by state medical societies (Wilhelm & Lampsley, 2000) .
Professional Boundary Violations
More than 50 ethical codes for professionals agree that the total responsibility for avoiding boundary violations lies with the professional, not with the victim (Dombeck, 2006) . The codes prohibit professionals from developing sexual, financial, legal, supervisory, and other personal relationships with clients. When these professional boundaries are violated, the damage is extensive and widespread (Sealy, 2002) . In addition to the families of the professional and the victim, the impact is felt by staff at the institution for which the professional works, colleagues and friends of both professional and victim, and the profession itself. A significant number of others become involved in the aftermath, as the events become a focus for State regulatory boards, malpractice insurance companies, media outlets, and various attorneys and courts. The extent of these events typically surprises those who violate professional boundaries. More than one professional in our offices has lamented, "I never imagined how many years these events would follow me, and how many people would become involved."
The prevalence of physician sexual boundary violations is thought to be 3-10% (Swiggart & Special Section: Professional Men Starr, 2002) . Not many complaints come from medical colleagues (Bloom et al., 1999) and many victims do not report violations to authorities.
Substance Use Disorders
One coping strategy members of high accountability professions use to manage their stressful duties is the maladaptive use of chemical substances. Studies of practicing physicians have reported rates of substance abuse that are comparable to those in the general population (Brewster, 1986; Hughes et al., 1992; McAuliffe et al., 1991; Talbott, Gallegos, Wilson, & Porter, 1987) . Angres and colleagues (McGovern, Angres et al., 2000) investigated comorbidity of substance abuse and other psychiatric difficulties among physicians referred for assessment and found that more than half of those with an active substance use disorder also had other psychiatric diagnoses.
Studies of attorneys and judges also are suggestive of substance use problems. Studies from the Washington State Bar Association found that 21% of lawyers in that state are addicted to alcohol or other drugs as compared to 10% in the general population. Reports from lawyer assistance programs indicate that 50% to 75% of major attorney disciplinary cases nationwide involve chemical dependency (Benjamin, Darling, & Sales, 1990) .
Other Psychiatric Disorders
Data on the prevalence and incidence of physicians with other diagnosed psychiatric illness is not easily available. Depression among physicians, for example, is difficult to quantify (Boisaubin & Levine, 2001) , although retrospective studies of physician admissions to psychiatric clinics and hospitals suggests that physicians have higher rates of depression than the general population. The overall physician suicide rate for physicians cited by most studies has been reported to be between 28 and 40 per 100,000 compared with the overall rate in the general population of 12.3 per 100,000. However, the overall mortality rate for other causes of death is lower for physicians relative to the general population (Miller & McGowen, 2000) .
Another category of impairment is related to the aging process. Changes in physical and mental status can lead to concerns about physician dyscompetence and referral to an assessment center. Cognitively, some areas remain intact, such as sustained attention, phonological capabilities, lexicon usage, and sensory memory. However, other aspects decline with age, including free recall, encoding and retrieval, visuospatial abilities, abstraction, and mental flexibilities (Albert, 1998) .
Clients have presented a wide range of other psychiatric difficulties at PRC: personality disorders, posttraumatic stress disorder, learning disorders, process addictions, recreational drug disorders, psychotic disorders, and others.
The Treatment
Our psychotherapists are selected from all the major mental health professions. In addition to their professional licensing, they are trained and certified in the individual treatments noted below. As a group, the team includes both men and women. Some have academic appointments and also conduct research. Most have many years of experience in working with this population of professionals, with some staff members having served them for decades.
Our approach to treating highly trained professionals consists of three overlapping phases: (a) self-understanding: discovering the sources and patterns of the maladaptive behavior; (b) selfregulation: developing new skills to replace the ineffective, maladaptive strategies; and (c) selfmonitoring: designing a comprehensive aftercare and risk reduction plan with appropriate protections, supports, and safeguards.
Self-Understanding
The first objective in treating our male clients is to assist them in developing a plausible and coherent understanding of how their current problems have developed. Specifically, the task is to help them discover links between any unaddressed problems earlier in their lives and the professional troubles they now face. Our clients have reported a wide variety of childhood abuses and adulthood traumas. Virtually without exception, the men in our client population report deeply troubled early life relationships with their fathers, such as neglect, abandonment, violence, substance abuse, physical illness, and early death. The emerging concept of Complex Posttraumatic Stress Disorder (PTSD) is frequently helpful as a descriptive representation of the sequelae of these experiences (Herman, 1997; Roth, Newman, Pelcovitz, van der Kolk, & Mandel, 1997) . Our clients learn that as children, they used their best strategies to adapt to these severe challenges (e.g., they withdrew, rebelled, complied, controlled, numbed, fantasized, achieved, etc.). These approaches provided some relief or safety at the time. What they learn in treatment, however, is that some these early life adaptive strategies may have continued into adult life and become maladaptive. For example, withdrawing from family conflict may have felt protective as a child, but constantly retreating from marital tensions as an adult can lead to isolation, resentment, depression, and disproportionate rage.
Our first task in psychotherapy at PRC is to help a professional man discover patterns of behavior in these child-to-adult links in his life. Like other clinicians, we have discovered that men respond more quickly and positively when they're given tasks such as the following to help them make these connections (Addis & Mahalik, 2003; Hurst, 1997; Rabinowitz & Cochran, 2002; Robertson & Fitzgerald, 1992) .
Summary of Early Life Memories (STEM).
The concept that recalling early life memories has therapeutic value has been explored actively for more than a century, going back to Freud (1901 Freud ( /1938 and Adler (1931 Adler ( /1998 1937) . Forty years ago, Mayman suggested that "early memories are expressions of important fantasies around which a person's character structure is organized . . . ." (Mayman, 1968, p. 304) . Fowler, Hilsenroth, and Handler (2000) have reviewed numerous studies that have used early memories to inform a clinician's understanding of personality structure, relationship tendencies, depression, borderline pathology, aggression, and dependency (cf., Goddard, Dritschel, & Burton, 1996; Shulman & Ferguson, 1988) .
We have developed an approach to this task called Summary of Themes from Early Memories (STEM). The instrument consists of questions that elicit a wide range of early life memories in several categories (Robertson & KhamphakdyBrown, in press ). Developed over the course of 3 years and used with hundreds of clients, the STEM is a public domain tool for psychotherapists. Memories are reported in face-to-face conversations with therapists who record the stories word for word. Administration requires about 90 min. Clinicians identify developmental themes that fit into one of four categories: Self-Concepts (e.g., I am competent; I am inadequate; I am superior, etc.); Relational Patterns (e.g., I fear rejection; I am trapped; I never get enough comfort, etc.); Adaptive Strategies (e.g., I must be responsible; I must achieve; I must escape, etc.); and Lessons Learned (e.g., Men are in control; The world is a dangerous place; Hard work pays off, etc.).
The discovery that current problematic selfconcepts or relational patterns have roots in early memories typically has a strong impact on men. Intense emotions are aroused, often unexpectedly. We have found the ensuing conversations to be insightful, motivating, and influential in guiding the early course of psychotherapy.
Family genograms. Based on systems theory (Bowen, 1978) , the family genogram is a graphic representation of three or four generations of a client's family (McGoldrick & Gerson, 1985; McGoldrick, Gerson, & Schellenberger, 1999) . Clients are asked to gather information about members of their families, including conflict resolution strategies, prevailing family rules and values, addictions patterns, attitudes toward success and failure, religious influences, and marital patterns. Our patients are given a standard protocol to use in creating their family diagrams (Richardson, 1995) , and learn about family theory concepts such as triangles, differentiation of self, multigenerational transmission, and emotional cutoffs (Kerr, 2003) . Clients are invited to think through a variety of questions from this information that illuminate the background for their own maladaptive behavior.
Bibliotherapy. An important contribution to self-understanding comes from the books and articles clients are assigned to read. Does research support this approach? The answer appears to be a qualified Yes (Clum & Watkins, 2008) . Studies have found that targeted reading programs have reduced depression symptoms (Naylor, 2008; Stice, Rohde, Seeley, & Gau, 2008) , gambling relapse (Hodgins, Durrie, elGuebaly, & Diskin, 2007) , panic attacks (Febbraro, 2005) , anxiety (Reeves & Stace, 2005) , problem drinking (Apodaca, 2004; Apodaca & Miller, 2003) , aggression (Schechtman & Nachshol, 1996) obsessive-compulsive disorder (Fritzler, Hecker, & Lossee, 1997) , and other troublesome problems brought to PRC.
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Self-Regulation
The second objective in treatment is the acquisition of new skills to replace the maladaptive strategies that have become habitual but ineffective. Clients collaborate with their primary therapists in developing a list of targeted skills. Ideas for the list are drawn from several sources-the client, treatment peers, assigned readings, the PRC team, and staff conversations with collateral sources in the workplace. For a male in our Center, the most emotionally relevant source of these treatment objectives is himself. He writes his own objectives over the early days of treatment. Consistent with Gender Aware Therapy, this collaborative and task-involved approach at the beginning of treatment engages the client as an active participant rather than a passive patient. To illustrate, a man might write his goal to reduce anxiety in this way: "I want to know how I ended up being the way I am-somewhat anxious, cautious, self-doubting, uncertain about how to do friendships well, and so heavily focused on the views others have of me? I need some practical in-the-moment strategies to calm myself."
Skill development. Additional skills are offered by the team as treatment objectives. The team refers to these objectives as competencies to be developed, emphasizing the "doing" nature of the therapy process (Addis & Mahalik, 2003; Hurst, 1997; Rabinowitz & Cochran, 2002; Robertson & Fitzgerald, 1992) . Specific, concrete skills are clustered into several areas, such as emotional competency, disruptive behavior management, interpersonal skills, professional boundary awareness, and substance recovery skills.
To illustrate, a client with disruptive behavior problems might have objectives such as the following: (a) is able to describe behavior that qualifies as "disruptive behavior;" (b) is able to discuss the origins of disruptive behavior in his or her own life; (c) can discuss the effect of disruptive behavior on relationships with others; (d) can accept responsibility for his or her own actions, without using defenses; (e) if disruptive incidents have occurred, is able to describe how the same situations might be handled differently in the future.
Group work. Group psychotherapy is the "heart" of treatment at PRC, and clients work in a group format most of the treatment day. All clients are members of each of the groups. Two of the daily groups last 90 min, and are processoriented. Members address underlying and longstanding personality issues. Topics can become personal and intense, with group members openly discussing sexual misbehavior, embarrassing workplace behavior, and other personal matters. Members learn that their judgmental, blaming, sarcastic, evasive, or minimizing comments are counterproductive. They learn that statements offering uninvited recommendations about what someone else should do actually generate resistance rather than appreciation. When functioning optimally, the group can skillfully and respectfully address issues of great emotional significance with relatively few structuring and facilitating comments from the group's leader.
In these process groups, the larger social and ethnic issues in North American culture emerge. Professional men in our groups trace their descent to African, Asian, European, Hispanic, and Native cultures. Religious and sexual orientation discussions occur spontaneously. Rather than having clients read "about" minority issues, the process groups encourage an awareness of "living" these problems in real time. These multicultural conversations have been intense and frightening to some members at times, but also enlightening. A common and striking discovery among clients is the awareness that what they have in common (e.g., their disruptive behavior) is far more influential in their ability to connect with each other than are their differences in sexual orientation, religious identification, ethnic background, and so forth.
Other groups are more psychoeducational in nature, last 60 min, and meet two or three times a week. These groups focus on skill development. For example, clients learn to manage their stress by the development of breathing skills, by becoming more attuned to the signals in their bodies, or by tending to pain rather than ignoring it. Especially helpful are emphases on stress reduction (Kabat-Zinn, 2005), meditation (Brantley, 2003) , and somatic involvement such as yoga and similar practices (Boccio, 2004) . Again, in keeping with the effectiveness of a task-oriented approach, our clients may be asked to engage in a role play of their disruptive behavior, write a victim impact statement, question a long-standing self-concept, or become self-reflective about their motives.
Individual therapy. The PRC team's psychotherapeutic approach begins by emphasizing the importance of self-understanding. Clients are urged to take a long view of their lives, thinking openly about the impact early life events have had on the development of their maladaptive behavior. They are asked to learn more about their personality structures, and their primary defenses against self-understanding. During the selfregulation portions of treatment, the focus is on specific techniques for moderating the expression of anger, becoming assertive in the workplace, managing their anxieties, speaking clearly and efficiently with others on the work team, and negotiating more effectively in conflict situations.
Psychophysiologic training. Researchers have demonstrated that thoughts and emotions measurably affect a wide variety of physiological functions (Cacioppo, Tassinary, & Berntson, 2007) . Some changes require expensive equipment to measure, but others can be measured very inexpensively. Clients can observe these somatic changes in real time. Many men find psychophysiological concepts and the equipment used to measure somatic change to be intriguing and appealing. They begin with a simple task, like using a small thermometer to measure skin temperature on the finger. They wear the device for a few days, noticing which internal thoughts and emotions, or what topics during group psychotherapy sessions elicit measurable change. They learn that their bodies speak to them, provide them with data that is usable in assessing situations, and widen their range of response options. Eventually, some clients opt to pursue brain wave training as a more sophisticated approach to making desired changes in cognition, affect, or behavior.
The learning is practical. One man may learn that his skin temperature drops when he engages in critical, defensive, or vengeful thinking, or when he becomes anxious, sad, or annoyed; and then may observe the opposite effects as he learns more adaptive responses that deliberately relax their bodies.
Self-help recovery groups. Along with the other modalities described in this paper, clients with substance abuse or dependency problems attend traditional self-help groups in the evenings while they are in day treatment at PRC. About 3% of North Americans claim attendance at an Alcoholic Anonymous meeting within the previous year, and 9% say that have attended an AA meeting at some point during their lives (Room & Greenfield, 1993) . There is evidence (though moderate, given the widespread use) suggesting that those who attend 12-step groups tend to have better drug and alcohol outcomes than those who do not, especially those who begin attendance soon after deciding to seek help rather than later (Moos & Timko, 2008) . Several have offered explanations for the efficacy of this approach (Bogenschutz, Tonigan, & Miller, 2006; Brown, 1993; DiClemente, 1993; Tiebout, 1994) .
Eye Movement Desensitization and Reprocessing (EMDR).
Beginning with an article in 1989, Eye Movement Desensitization and Reprocessing (EMDR) has become the most widely used therapy for addressing the painful and enduring effects of trauma (Shaprio, 1989; Shapiro & Maxfield, 2002a , 2002b . Although originally developed to treat trauma qua trauma, EMDR recently has been expanded by psychotherapists to include grief work (Kominsky, 2007) , generalized anxiety disorder (Gauvreau & Bourchard, 2008) , chronic fatigue syndrome (Royle, 2008) , family therapy (Shapiro, Kaslow, & Maxfield, 2007) , and chronic pain (Grant & Threlfo, 2002) . Meta-analytic reviews have shown EMDR to be at least equal in effectiveness with traumafocused cognitive-behavioral therapy for PTSD (Seidler & Wagner, 2006) .
At PRC, clients are interviewed during their assessments about the possibility of trauma. This may include early life traumatic experiences as well as a single traumatic event. Assessment instruments are used for both standardized and heuristic reasons. If trauma is acknowledged and clients are judged to be suitable candidates for this modality by a psychotherapist certified in this approach, then clients are invited to consider using EMDR as one way of addressing the power and continuing influence of these earlier events. Again, men find the task-oriented nature of EMDR to be appealing.
Final project. The final project in treatment is a written assignment that integrates a client's understanding of the factors that contributed to the referral, and a summary of what has been learned in treatment. These papers typically are lengthy, and take up to two weeks to write. Clients synthesize their entire treatment experience. They describe how their maladaptive behavior developed over the course of their lives, and ultimately impaired their ability to function personally and professionally. They identify their newly developed self-regulation skills and how they plan to use them. And they list the monitorSpecial Section: Professional Men ing and supportive strategies they will put into place to protect them against relapsing into their maladaptive behavior.
During the last week of treatment, clients present a summary of this final assignment to their treatment peers. These presentations can be highly creative, and have included the use of poetry, music, vignettes, drawings, family diagrams, and other elements. The entire treatment group attends these presentations, which generate deep emotions in both the presenter and the treatment peers. At this point in their work, men are not reluctant to express their appreciation to each other, and speak directly of their fondness and personal regard. Many report that they have become "closer" to the other men in the group than they have to anyone in their families. This experience is then processed in the group, and many members note this is the first time in their lives they have looked another man in the eye and offered verbal affection and appreciation for what the other man has meant to them. The team then provides a small medal to commemorate the hard work of the person in completing primary treatment.
Self-Monitoring and Aftercare
The final phase of treatment is the development of a careful plan to help clients sustain their progress. It typically includes a detailed monitoring agreement, the continued use of local therapeutic resources, and perhaps a return visit to PRC to review the application of their new skills. This approach means that treatment does not end when a client leaves PRC. Contributions to the aftercare plan may come from a state-wide professional assistance program, a licensing board, workplace supervisors and administrators, previous mental health treaters, the PRC team, and, most importantly, the client. For example, a person may agree to satisfaction surveys, see an individual therapist, develop a mentoring relationship, join a therapeutic group, submit urine drug screens, and attend recovery support groups. Each aftercare plan is person-specific.
The Outcome
A number of studies support the benefit of specialized treatment for physicians and other professionals who participate in a rigorous aftercare plan. Knight, Sanchez, Sherritt, Bresnahan, and Fromson (2007) have shown than those who complete such a program and follow monitored aftercare plans are less likely to relapse into the maladaptive behavior. They found that 74% of those with mental health and behavioral health contracts did not relapse for 2 years, and 75% of those with substance abuse aftercare contracts did not relapse. The success rate for substance abusers went up to 84% when there was involvement of the professional's licensing board. Other studies have reported success rates over 2 years as high as 80% (Angres, Delisi, Alem, & Williams, 2004; Angres, McGovern, Rawal, & Shaw, 2002) . Our own clinic is in the midst of a longitudinal study of outcome along these same lines. Early returns suggest that the final results will report rates of recidivism similar to these earlier studies.
The flip side of these positive findings, of course, is that some clients do relapse. About 20 -25% again display disruptive behavior at work, return to the maladaptive use of alcohol or drugs, or engage in further boundary crossings with their clients or patients. This reality is both sobering and motivating to the team.
One approach to reducing the recidivism rate is to examine further the four categories of presenting issues at our clinic, looking for patterns and themes that might suggest adaptations in our assessment and treatment. An example of that work is a study completed by members of the PRC team that developed a more refined way of understanding (and therefore addressing) disruptive behavior in the professional workplace (Williams & Williams, 2008) .
Gender Aware Therapy
This review of our treatment approach to the assessment and treatment of high accountability professionals began with a reference to the relevance of GAT (Brooks & Good, 2005; Good, Sher, & Gilbert, 1990) . In our treatment program, gender issues are discussed daily, and at length. Because most clients are men, masculinity ideologies are addressed in a wide variety of ways. The five themes from GAT provide a useful organizing structure to describe the role of masculine gender role socialization on the development of problematic professional behavior.
Gender Is an Essential Aspect of Psychotherapy
Our therapists are attuned to the role gender plays in many of the stresses faced by male professionals in the workplace. Mahalik et al. (2003) have identified an empirically supported set of social norms for North American masculinity, all of which dramatically affect a man's ability to function in high accountability, high profile occupations: the incessant need to win, the importance of maintaining control over emotions, the pursuit of risk-taking behavior, a willingness to justify violence in conflicts, the quest for dominance, the pressure toward engaging in "playboy" behavior, the need to be self-reliant, the overarching primacy of work, the expectation of being powerful toward women, a strong disdain for homosexuals, a high regard for physical toughness, and the appeal of status. Men in the Emotional Competency Group daily discuss the role these issues have played in escalating their stress, while simultaneously preventing them from adequately addressing the consequences of that stress.
At the same time, group discussions also acknowledge the positive and prosocial benefits that can flow from traditional masculinity ideology (Kiselica, Englar-Carlson, Horne, & Fisher, 2008; Wong & Rochlen, 2008) . Aspects such as courage, providing for others, self-reliance, humanitarian service, and humor are noted as strengths when they occur in group discussions. In this way, group leaders identify both costs and gains, leading members to consider for themselves which aspects of traditionally socialized masculinity they wish to retain, and which they may wish to modify.
Problems Are Examined in Larger Societal and Systems Contexts
The larger social contexts in which professionals work are discussed daily in a group called Professional Roles and Relationships. Multiple variables must be understood and balanced. Men must find a way to balance self-reliance with collaboration to form effective teams in the work setting. They must be able to learn from their errors, yet avoid developing a reputation of producing inferior work. They must learn how to balance cooperation with colleagues with competitiveness in the marketplace. They must avoid temptations to engage in personal or sexual behavior with provocative, seductive, demanding clients, or patients. They must adapt to changing expectations with regard to acceptable behavior in power differential relationships. They must respect the realities of changing roles and expectations for women. All of these challenges carry a distinct and prominent gender role overlay.
Address Negative Consequences of Gender Bias
In our experience, group therapy sessions give male clients an opportunity to discover that some of their attitudes toward women are more dismissive or disparaging than they had imagined. Men referred for disruptive behavior toward women or for professional boundary violations involving women are confronted by treatment peers who are further along in the process. These men may be told, for example, that they appear to have little empathy for the female victims of their aggressive or boundary-crossing actions. Therapeutically addressing these attitudes enables them to see themselves as women see them, especially women who assist them in the workplace. These conversations broaden a man's understanding of his own biases. Male group leaders facilitate discussions about early life gender role socialization, examining how some of these ideas have become ingrained in their treatment of women, and exploring how it has been possible to avoid considering the impact of demeaning behavior on others. These ideas become fodder for individual psychotherapy sessions, as well.
Develop Collaborative Rather Than Directive Therapeutic Relationships
At PRC, we invite clients to develop their own treatment objectives over the course of their first week in treatment. Discussion of objectives results in a set of objectives that are "owned" by clients. Other examples of therapist-client collaboration involve decisions about which books or article packets to read as bibliotherapy, the joint development of an understanding of generational family influences, and the selection of topics to address in individual and group therapy sessions. The creation of an aftercare plan following treatment is highly collaborative. Clients discuss aftercare recommendations with worksite administrators, with their families, with their State health Special Section: Professional Men program representatives who will be monitoring their compliance with aftercare recommendations, and with PRC staff. These men have succeeded in organizing their own lives and careers to a very high level, from completing graduate or professional school training to structuring the development of a small business that generates high cash flow. They are used to being in charge and in control. The more collaborative approach that we embrace becomes a model of how to work as a team, and demonstrates appropriate ways of soliciting and considering alternative perspectives, negotiating differences, or becoming appropriately assertive.
Encourage Men To Understand Their Own Histories, Behaviors, and Emotions
Multiple examples of how this theme is applied have been offered in this paper. Clients devote extensive time to understanding their own personal histories, and how they have become the adults they are. They look closely at their early life adaptive strategies, and how some of them have remained active in adulthood and become maladaptive. Achieving good grades in elementary school may have won a child approval from adults, but when achieving becomes an 80 -100-hr work week in order to win approval from a spouse or partner, that same man is at risk for experiencing isolation, fatigue, resentment, or relational breakdown.
Final Note
The assessment and treatment of high accountability professionals is both highly demanding and deeply rewarding. The personal requirements for staff effectiveness include emotional maturity, cognitive adaptability, adequate self-care practices, creativity, patience, and steadiness in the face of anger, sadness, or intense conflict. We have come to believe that problematic personality patterns are more malleable than we were taught in our professional training. Adding to the satisfaction is the awareness of the "ripple effect": Our clients will treat their families, colleagues, staffs, clients, and patients in ways that are safer, more skilled, more informed, and more compassionate.
